decide what is best to be done, and it is pre-eminently in these cases that it is so important to ascertain, by means to which I have already referred, whether the obstruction is in the large or small intestine.
or under nitrous oxide gas, through a gridiron incision in the right iliac fossa; this will certainly relieve the obstruction. I appreciate that it yields no informationi a;s to the exact site or nature of the obstruction, the presence of any secondary deposits in the glands, peritoneum, or liver, and whether it is capable of removal at some future date, or, failing this, whether future shortcircuiting is possible. All this information is, of course, essential before the final disposal of the case can be dccided; none of it, however, need necessarily be known ot the timle of the caecostomny, and it is far better to tide the patient over the immediate necessity (tlhat is, the relief of the obstruction) than to attempt to acquire this information for the moment; it can be more safely obtained when the obstruction has been removed.-The cnly serious objection to this blinid caecostomy is the risk that the obstruction in the colon may prove to be some form of strangulation-obstruction, and the strangulation still remaining after caecostomy would result in perforation and peritonitis. A careful analysis of the Mlanchester Royal Infirmary statistics has convinced me that the risk of a strangulation of the colon being overlooked at a blind caecostomy is at the most 1.5 per cent., and I think even the most optimistic advocate of preliminary exploratory laparotomy in these late cases must admit that it would add more than 1.5 per cent. to the mortality of blind caecostomy.
If, however, it cannlot be decided before operation that the obstructioni is in the colon, then a right paramedian ey ploratory laparotomy must be performed, and the condition of the caecuni definitely ascertained by palpation from within. If distended I would, without any further exploration, perform immediate caecostomy, either through the original wound if the caecum will come readily up into it, or otherwise, after rapidly closing the laparotomy wound, I would perform a gridiron caecostomy. If the caecum is found collapsed, then the hernial orifices are examined from within; a collapsed (oil of ileum is picked up from the right side of the bottom of the pelvis, and is traced upwards to the site of the obstruction.
Between the early and the late cases there is an inter. mwediate group where each case will require to be judged upon its merits; should there be any doubt as to the patient's ability to withstand exploration " safety first" lies in blind caecostomy. It Shock may be clinically defined as that condition of diminished metabolism and impaired circulation arising directly as the result of trauma or toxaemia. It may develop suddenly as the consequence of excessive stimulation of many afferent nerve fibres, or the sudden absorption of certain noxious substances ; or may show itself more gradually as the result of less acute but more prolonged stimuli, or the gradual absorption of poisons manufactured in the patient's body. Most of the symptoms of shock would naturally follow from the acknowledged circumstance that there is a consider&bly diminished volume of circulating blood fluid. Subnormal temperature, small pulse, increased pulse rate, pallor, sweating, are present to a variable extent. Finally the blod pressure falls. The mechanism for the maintenance of the blood pressure is one of the last of the bodily reflexes to fail. Vaso-constriction for a time masks the early stages of shock before the fall in blood pressure is registered. The period of latent shock is characterized by instability of the blood pressure, and its recognition is of the greatest importance to the surgeon, especially in cases of intestinal obstruction.
Acute obstruction of the small intestine furnishes examples of each type of shock. Strangulation of a coil of gut with its mesentery may cause sudden and extreme shock. The sudden release of a strangled coil may also lead to shock from the rapid absorption of the toxic substances previously imprisoned in the coil. Shock develops more gradually when the obstruction is less acute. As the result of the absorption of the decomposing intestinal contents the circulation is depleted, and latent shock develops, though the blood pressure may still keep up.'
The instability of the blood pressure is demonstrated by its rapid fall wheni operative procedures are undertaken. The pulse-pressure gives a better indication of the real condition of the patient. 
